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130Symptomatic popliteal venous aneurysm causing
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Frank Hoexum, MD,a Domenique M. J. Müller, MD,b Willem (Pim) van Ouwerkerk, MD, PhD,b and
Jan D. Blankensteijn, MD, PhD,a Amsterdam, The Netherlands
Symptomatic aneurysms of the popliteal vein are uncommon, with the majority resulting in thromboembolic complica-
tions. Neurologic symptoms are extremely rare. We present a case of a 53-year-old man with a footdrop resulting from a
saccular popliteal venous aneurysm. Compression of the peroneal nerve caused the neurologic deﬁcit. After aneur-
ysmectomy and lateral venorrhaphy, the patient regained full strength of his lower leg muscles. Neurologic complications
caused by a popliteal venous aneurysm should be considered in patients with a swelling in the popliteal fossa and a
neurologic deﬁcit of the lower extremity. (J Vasc Surg Cases 2016;2:130-3.)Popliteal venous aneurysms (PVAs) are rare. Symptoms
caused by PVAs are in the majority of cases thromboem-
bolic (eg, pulmonary embolism, deep venous thrombosis).
Arterial complications are uncommon and neurologic
symptoms are exceedingly rare. The subject of our case
report consented to the publication of this report.
CASE REPORT
A 53-year-old man was referred to our institution because of a
footdrop on his left side and the inability to extend his left hallux.
Several years before, his left knee was injured during sporting activ-
ities, with ligamentous injuries and a torn meniscus. Arthroscopy
was performed with removal of the damaged cartilage. His recov-
ery was complicated by a pulmonary embolism, which was thought
to be a coincidence of postoperative immobilization. Computed
tomography pulmonary angiography revealed the pulmonary em-
bolism; no duplex scan of the lower extremity was performed.
An oral anticoagulant was prescribed for secondary prevention.
In the last 5 months before referral, he has experienced an inter-
mittent footdrop. He also complained about coincidental lower
back pain. Magnetic resonance imaging of his back excluded spinal
nerve root compression. His back pain faded over time, but he
kept his footdrop and paralysis of the extensor hallucis longus.
Besides the paralysis, he had a sensory loss at the anterolateral
side of his lower leg and the dorsum of his left foot. His complaints
worsened when sitting on the toilet but not when sitting in a chair.
His complaints seemed to improve in the week before his referral,the Department of Vascular Surgerya and Department of Neurosur-
ry,b VU Medical Center.
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revealed a local swelling in the popliteal fossa of his left knee
(Fig 1). Physical examination conﬁrmed the paralysis of the ante-
rior tibial muscle, a paresis of the extensor hallucis longus muscle
of grade 4 on the Medical Research Council scale, and hypesthesia
of the anterolateral side of his left lower leg. Reﬂexes were symmet-
rical. Magnetic resonance imaging of the left knee showed, besides
a bucket-handle tear of his medial meniscus and a torn lateral
meniscus, a saccular aneurysm of the popliteal vein with a close
relationship to the tibial nerve and peroneal nerve (Fig 2). The
peroneal nerve had a slightly increased intensity, matching a
neuritis. An additional electromyographic investigation showed
denervation and reinnervation of the muscles innervated by the
peroneal nerve. Because of his complaints and the risk of thrombo-
embolic complications of the aneurysm, we performed an open
repair. With an S-shaped posterior approach, the tibial and
peroneal nerves were carefully dissected free from the aneurysm.
An aneurysmectomy and lateral venorrhaphy were performed to
decrease the diameter of the popliteal vein to normal (Fig 3).
No perioperative complications occurred. Recovery was uneventful
and he could be discharged, after resuming oral anticoagulants, on
the fourth postoperative day. Follow-up in the outpatient clinic
showed no signs of recurrence on duplex ultrasound examination.
He experienced full recovery of his lower leg muscle strength with
normal sensibility. After 6 months, his oral anticoagulants were
discontinued. At 13 months of follow-up, no recurrent pulmonary
embolism was diagnosed.
DISCUSSION
PVAs are rare. Until 2006, only 147 cases had been
reported in the literature.1 A thorough search of the liter-
ature added up to about 200 cases in total. The true inci-
dence of PVA is not clear because of the lack of
population-based studies. Two large series in which duplex
ultrasound scans of the lower extremities were performed
during the analysis of various venous symptoms revealed
a PVA in 0.1% and 0.2% of all patients.2 Because of selec-
tion bias, these ﬁgures cannot be extrapolated to the
general population. The exact etiology is unknown;
trauma, inﬂammation, congenital weakness (eg, elastin
insufﬁciency in the vessel wall), and localized degenerative
Fig 1. Preoperative photographs. Swelling is obvious in the left popliteal fossa (A).
Fig 2. Magnetic resonance imaging scan, transverse section. a, T1 weighted. b, T2 weighted. A, Popliteal vein
aneurysm (PVA); 1, peroneal nerve; 2, tibial nerve; 3, peroneal nerve with a slightly increased intensity, matching a
neuritis.
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PVA are in the majority of cases thromboembolic
(eg, pulmonary embolism, deep venous thrombosis).4
In our case, it could have been the cause of the pulmonary
embolism that followed arthroscopy several years before his
presentation. Local swelling, pain, and venous symptoms
are other complaints patients frequently experience.5
Arterial symptoms are less common and can result in inter-
mittent claudication and even cerebral arterial embolism in
patients with a patent foramen ovale.6,7 Neurologic symp-
toms are exceedingly rare. We could identify only one case
report similar to our case. Jang et al in 2009 reported on a
58-year-old man with a footdrop and sensory change in his
right calf and foot.8 Although a variety of surgicalprocedures have been described in the treatment of
PVAs, aneurysmectomy and lateral venorrhaphy were per-
formed in the majority of cases.5 Little is known concern-
ing the postoperative use of anticoagulants.5 In the
literature, most patients received oral anticoagulation for
3 to 6 months.9 Sessa et al recommended low-molecular-
weight heparin for 3 weeks after tangential aneurysmec-
tomy and oral anticoagulation therapy for 3 months in
the presence of risk factors for thrombotic complications
or after complex surgical repair.5 Our patient was given
oral anticoagulants after a pulmonary embolism several
years before his aneurysm repair. Because we resolved the
presumed cause of his pulmonary embolism, we prescribed
oral anticoagulation for the duration of 6 months, after
Fig 3. Surgical procedure, posterior approachdaneurysmectomy and lateral venorrhaphy.A, Popliteal venous aneurysm
(PVA); G, lateral head of the gastrocnemius muscle; P, peroneal nerve; T, tibial nerve; V, reconstructed popliteal vein.
JOURNAL OF VASCULAR SURGERY CASES AND INNOVATIVE TECHNIQUES
132 Hoexum et al September 2016which it was discontinued. He has not experienced a recur-
rent pulmonary embolism during the follow-up period. No
evidence-based recommendations are available concerning
follow-up strategies. We recommend duplex ultrasound
at 6 months and 12 months after surgery. If no increasing
diameter is observed, further follow-up is not indicated.
Publication of cases is needed to identify this rare course
of symptoms of a PVA to establish the appropriate
treatment.CONCLUSIONS
Although neurologic complications of PVA are
extremely rare, with only two reported cases to date, it
should be considered in any patient with a swelling inthe popliteal fossa and a neurologic deﬁcit of the lower
leg or foot.REFERENCES
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